Of 14 patients with complex aspergilloma complicating healed tuberculosis, 12 underwent lobectomy or pneumonectomy for recurrent haemoptysis. No deaths occurred, though one patient needed re-exploration for bleeding. There was no postoperative worsening of dyspnoea despite a mean forced vital capacity (FVC) of 60% predicted for the patients undergoing surgery and of 20% predicted for two patients with severe restrictive defects, perhaps owing to the fact that there was little or no function in the resected part of the lung, as shown by preoperative isotope ventilation-perfusion scanning, and that patients were under the age of 50 and generally fit. There has been no recurrence of haemoptysis during follow up, which has been from 12 to 33 months. Surgical resection, provided that cases are carefully selected, offers the best chance of cure with low mortality and morbidity.
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Aspergilloma is
Patients and methods Fourteen cases of complex aspergilloma'2 complicating healed pulmonary tuberculosis were seen during 1985-9. All had a rounded mass with an air crescent located in a fibrotic lung cavity on the plain chest radiograph or computed tomogram. Resected lung in all cases showed branched septate hyphae and inflammatory cells lying free in a chronic fibrotic cavity on histopathological examination. Conservatively treated patients had aspergillus grown from sputum and positive precipitins in the serum. '8 In addition, all patients had a history of pulmonary tuberculosis, for which chemotherapy had been given, or had Mycobacterium tuberculosis in sputum cultures. To be eligible for inclusion all surgical patients had to have a minimum of 12 months' postoperative follow up. Al-Majed, Ashour, El-Kassimi, Joharjy, Al-Wazzan, Al-Hajjaj, Vijay patients with a diffuse lung disease such as sarcoidosis than in a localised disease such as tuberculosis.3 Haemoptysis, however, is important also as up to 28% of patients with nonmalignant aspergilloma die as a direct result of massive haemoptysis.'9 The management of aspergilloma with a history of bleeding therefore acquires a special importance.
Results
There is agreement that surgical resection should be performed in patients with haemoptysis and adequate pulmonary reserve,' 8 and avoided in the presence of poor reserve. Opinion is divided on whether symptomless patients should have routine surgical resection' 11 1 or be treated medically.'4 There is no evidence that surgical resection improves prognosis except in patients with massive haemoptysis 18 and resection is complicated by a high rate of serious postoperative complications, 7 27 The difference in outcome may be related to the selection of cases for surgery.
Another possible factor is that resection in our patients was limited to a poorly perfused lobe or lung, as indicated by a preoperative ventilation-perfusion radionuclide scan, and attention was paid to preservation of the functioning lung. Lastly, all of our patients were relatively young and generally fit, with no history of smoking, alcoholism, or systemic disease such as diabetes.
Our series suggests that surgical resection can be performed, with relatively low risk, for post-tuberculous aspergilloma complicated by haemoptysis. Selection of relatively young, fit patients and preoperative ventilation-perfusion radionuclide scanning could play a part in reducing the operative risk.
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